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hlide tracheoplasty is known to be the gold standard in the
management of long-segment tracheal stenosis.1 How-
ever, in certain situations this operation might become
difficult or even impossible for some authors. The fre-
uency of pig bronchus reported in the literature is 0.2%.2 The
ssociation of congenital tracheal stenosis and pig bronchus is
xceptional. The presence of a tracheal bronchus was considered a
elative contraindication to slide tracheoplasty.3 We report the cas
f a child with hypoplasia of the lower half of the trachea associ-
ted with a pig bronchus treated with a slide tracheoplasty.
linical Summary
4-month-old child weighing 3.8 kg was referred to our depart-
ent for a tracheal hypoplasia. She had been intubated for 1 month
ecause of respiratory distress. At admission, the trachea was
olonized, and biologic signs of infection were found.
Preoperative assessment. The fibroscopy showed a tracheal
tenosis with complete tracheal rings starting at the junction be-
ween the first and the second third of the trachea. The smallest
broscope could not go through the stenosis, and the lower part
as not explored. The computed tomographic scan showed hyp-
plasia of the lower two thirds of the trachea extending to the
arina and a pig bronchus emerging from the hypoplastic region
hat was responsible for the ventilation of the right upper lobe.
chocardiography revealed a partial atrioventricular septal defect
ith moderate leak of the left atrioventricular valve.
After 1 week of intense antibiotherapy, the tracheal hypoplasia
as treated, and decision was made to delay the intracardiac repair
ecause of potential septic risk.
Operative technique. After sternotomy and cervicotomy,
he trachea, carina, and main bronchi were dissected. Care was
aken to gently dissect the tracheal bronchus, which arose directly
rom the middle part of the hypoplasia. The suprahyoid insertions
ere detached.
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The Journal of ThoraciAfter establishing cardiopulmonary bypass, the trachea was
rst transected at the middle portion of the hypoplasia above the
racheal bronchus (Figure 1). The proximal end of the hypop
as longitudinally sectioned on its posterior part, and the distal
nd was opened along its anterior part down to the carina. These
ections were enlarged asymmetrically, more to the right for the
roximal end and more to the left for the distal segment (Fig
). Slide tracheoplasty was then accomplished by sliding the upper
art on the lower end (Figure 2, B). Anastomosis was performe
ith polydioxanone 5-0 and 6-0 sutures. The endotracheal tube
as replaced, ventilation was re-established, and the child was
eaned from cardiopulmonary bypass.
Preoperative endoscopy showed a nonrestrictive anastomosis, a
ide carina, and a nonrestrictive pig bronchus ostium and allowed
ptimal positioning of the endotracheal tube.
Follow-up. In the absence of bacterial complications, the
ecision to treat the intracardiac lesion was made on the ninth
osttracheal surgery day. Treatment of the partial atrioventricular
eptal defect was uneventful, and the child was extubated on the
igure 1. The trachea was transected at the middle part of the
ypoplasia above the pig bronchus.7th day.
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eAt discharge, the child was perfectly well, and at 8 months, the
ast fibroscopy did not show any residual lesion.
iscussion
he advantages of slide tracheoplasty are well known.1,4 How-
ver, certain situations, like tracheal bronchus, were considered
elative contraindications by some authors.3 In these case
racheal resection with or without bronchus reimplantation5 has
een reported.
In our experience slide tracheoplasty can be used in such a case,
ut certain precautions are to be taken.
First, care must be taken to gently dissect the tracheal bronchus,
ut extensive dissection of the upper segment of the trachea is
andatory to avoid mobilization of the lower segment, which
ould lead to an angulation of the tracheal bronchus. The upper
egment should be brought down to the lower segment and not the
pposite.
Second, the tracheal longitudinal incision has to be medial,
hereas the enlargement of the trachea has to be made in an
symmetric manner to lay the sutures away from the tracheal
ronchus. The tracheal resection of the lower segment should be
Figure 2. A, Longitudinal sections were enlarged asym
to the left for the distal segment. B, Slide tracheoplasess important on the side of the tracheal bronchus.
16 The Journal of Thoracic and Cardiovascular Surgery ● JulyFinally, intraoperative fibroscopy is mandatory to properly
osition the intubation tube above the pig bronchus.
onclusion
n conclusion, the coexistence of tracheal hypoplasia and pig
ronchus should not be considered a contraindication to slide
racheoplasty. However, technical care is to be taken.
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